T his article describes the origins and early history of the Council on Clinical Cardiology (CCC) of the American Heart Association (AHA).1 Based on archival research, it emphasizes the dynamics that led to the formation of the council and shaped its agenda. Individuals who found professional medical societies often are motivated by specific developments within their specialty. But social, economic, and political factors also influence the formation and character of new societies. That was the case with the CCC. Although it was established in the context of the AHA's transition from a professional society to a voluntary health organization, the direct stimulus for the creation of the council was the commencement of a membership campaign by the newly formed American College of Cardiology (ACC) in January 1951.
To understand the creation and purpose of the CCC, it is necessary to review the goals and structure of its parent organization, the AHA.2,3 In May 1922, 41 physicians met during the annual meeting of the American Medical Association (AMA) to discuss the formation of a national organization for physicians interested in heart disease. Two years later, the AHA was formally incorporated. According to Lewis A. Conner,4 the association's first president, the "very widespread interest in circulatory diseases which is now so apparent" resulted from "truly revolutionary advances" in the diagnosis and management of heart disease. The formation of the AHA was also a manifestation of the trend toward specialization and the establishment of professional societies that began during the late 19th century.5
The AHA initially focused on collecting, disseminating, and applying knowledge about the causes, prevention, and treatment of heart disease. It also sought to facilitate the rehabilitation or ongoing care of cardiac patients, many of whom had rheumatic heart disease. The association grew steadily; by 1932 it had 1,277 members. In 1935, the programmatic scope of the AHA expanded when a group of physicians led by George Brown of the Mayo Clinic and Irving Wright of New York convinced the organization's leaders to form a "Section for the Study of the Peripheral Circulation."
This section served as the model for the formation within the AHA of other special interest groups, eventually called "councils." Wright6 later recalled, "There were doubts expressed by some of the classical cardiologists regarding the adoption of this upstart, but with the encouragement and guidance of doctors Marvin, White, and others the new and first Council was admitted." The vascular section members influenced the AHA in another important way. Deeply committed to clinical investigation, they wanted the association to sponsor research. But rhetoric and ambition were not enough to overcome the severe economic conditions of the Great Depression. The AHA did not have enough money to cover its original goals, let alone to subsidize research. In 1939, the association's board of directors learned that their organization had expenses of $13,327, income of $11,555, and a deficit of $1,772.7
The AHA's tenuous fiscal condition was one factor that led Boston cardiologist Howard Sprague to recommend a dramatic restructuring of the organization in 1939. Three years later, AHA executive director H.M. "Jack" Marvin, a New Haven cardiologist, forwarded to the executive committee an ambitious proposal based on Sprague's suggestions. The centerpiece was a national fund-raising campaign that would enable the AHA to sponsor research as well as expand its public health and lay education programs. Marvin acknowl-edged that although the association was supported by "the finest men in the cardiovascular field in the country ... its limited budget has long been a great handicap." Marvin knew that many physicians would resist a major fund-raising campaign. He assured the AHA leaders that the public relations firm developing the campaign understood that the association did not want "a lot of ballyhoo and undignified publicity and that no unjustified claims about the cure of heart disease will be permitted." 8 Marvin and Sprague envisioned a dramatic increase in the scope of AHA activities, but this depended on their ability to attract funds for their cause-heart disease. Initially, they approached the medical directors of major insurance companies for donations. Groedel and the ACC founders saw postgraduate education as the primary focus of their new society. And they did so at a time that many physicians saw the AHA's commitment to professional education diluted by the organization's new initiatives. At the same time, the ACC was a strictly professional organization that promised to provide doctors with information that would benefit them in their practices. This combination appealed to those physicians who disliked the AHA's new structure and philosophy.
Speaking of the AHA in the early 1950s, William Moore2 claimed, "The cardiologists, although proud of the Association's emphasis on research, could see their influence ebbing within the Association, and their constituency drifting to the American College of Cardiology." It was in this context that the AHA's CCC was formed. As AHA leaders realized that ACC was not only surviving but also thriving, they modified their strategy. To compete with the college, they decided to develop an alternative to it within the AHA framework. Howard Sprague masterminded the transition of the AHA into a voluntary health organization, and, according to AHA executive director Rome Betts,34 he was "very largely responsible for the establishment of the Council on Clinical Cardiology."
In the spring of 1951, Sprague told the AHA and SC executive committees that many members had complained about the "present restricted membership of the Scientific Council."35 To counter the "dissatisfaction with the Scientific Council as presently constituted" among "physicians throughout the country," he suggested that membership in the council be opened to all AHA physicians. As a result, the bylaws were modified and all of the doctors in the AHA were invited to join the formerly elite council. 36 As part of a reorganization of the AHA in 1957, the "sections" were elevated to the status of "councils" and were granted representation on the AHA's board of directors, executive committee, and assembly. This increased the influence of the CCC within the association. The council's officers continued to lobby for greater control over the content of the annual scientific sessions. Their proposal for a "continuous clinical program during the scientific meeting in the form of papers of general clinical interest, lectures, panels, and symposia throughout the six sessions" was accepted. 41 Tensions between the AHA and ACC diminished during the late 1950s, and CCC program chairman Lewis January worked with ACC representatives to plan a joint meeting scheduled at the time of the 1959 AHA scientific session. The program included a symposium on cardiac resuscitation and a series of "joint fireside conferences" patterned after evening sessions inaugurated at the 1955 ACC meeting. Although January cooperated with the ACC, he realized it competed with his council for members. He urged the CCC executive committee to hold a "meaningful business meeting" at each annual AHA meeting if they hoped "to attract members to the Council."42 The group accepted January's recommendation, and a business meeting was held during the AHA scientific sessions in 1959. But when the executive committee reflected on the meeting, they concluded that it "followed the type of most business meetings and that nothing could be done at this time to make it more interesting or meaningful." They were more satisfied with the scientific program and congratulated themselves for achieving their "objective in having a diversified three-day program of clinical sessions."43 Sensitive to their educational mission, the CCC leaders believed that the main audience for the clinical sessions at the annual AHA scientific sessions was "practicing physicians with an interest in cardiology." They argued that the AHA must appeal to that constituency or it would "lose more and more people to other groups" like the ACC that offered practical educational cations for council membership were "lagging" in 1959. 43 The success of the joint AHA-ACC meeting, growing acceptance of the college, and lingering concerns about competition led AHA leaders to explore the possibility of an amalgamation of the two organizations in 1960. It was not the first time this possibility was discussed. In November 1952, representatives of the AHA had invited the ACC to "join with us, especially as charter members of the new section on clinical cardiology."44 By the fall of 1960, it became apparent the AHA hoped to absorb the ACC into the CCC. ACC president Osler Abbott explained that the AHA wanted the college to "become one of their sub-groups or councils," but the college's lawyers thought "that entering their council structure is equivalent to dissolving our corporation. Although these changes -fellowships, interim clinical meetings, and certificates-reflected a pragmatic response to the success of the ACC, they also acknowledged a shift in emphasis within the AHA itself. As the full-time faculty system and clinical research grew dramatically in America, academic physicians and their proteges became more influential within the organization. 55 The program at the annual scientific sessions and the content of Circulation reflected these trends. In this context, Boston cardiologist Harold Levine told former AHA medical director David Rutstein in 1963, "You are aware, as I am, of the growing concern of the American Heart Association regarding the over-emphasis of its publications and its meetings upon the academic and scientific in contrast to the clinical aspects of cardiology." Levine56 explained, "As I interpret it, the re-organization of its Council on Clinical Cardiology is an attempt to rectify this over-emphasis." Levine was right.
The AHA grew remarkably after the 1948 reorganization, and the clinical cardiologists were only one of many constituencies in the organization. Lewis January told the CCC executive committee in 1963 that "problems .., had arisen in connection with the Fellowship and Post-Graduate Course Programs initiated a year ago." He was invited by a panel of the powerful AHA assembly to explain the council's new programs. The CCC executive committee "agreed that the basic problem was to improve the understanding of Affiliates concerning the place of the Council on Clinical Cardiology as a Professional Society within the program of a Voluntary Health Agency." Knowing the value of an influential advocate, the committee thanked January for his "enlightening and forceful report to the Assembly panel."57 The new structure and agenda of the CC had been established and accepted. As the council received the AHA's consistent support, its agenda continued to expand, reflecting its important role within the parent organization and its growing influence in American cardiology.
Relations between the AHA and the ACC continued to improve as the organizations began to view each other as potential partners rather than rivals. The acceptance of honorary fellowships in the college by AHA loyalists Paul White and Louis Katz in 1964 was symbolic of the new relation between the two groups. The same year, the CCC and ACC formed a joint study committee "to establish better cooperation in the development of future post-graduate education programs in cardiovascular disease."58 Since then, the CCC and ACC have cooperated regularly on issues of mutual interest. Both groups have thrived during the past quarter century, and now many cardiologists belong to both the CCC and the ACC. The fascinating dynamics that led to the establishment of the council and the fellows were elected in May 1963, they received certifcollege have been the focus of this essay.
